Background
Changes in pediatric rehabilitation services are needed to diminish the gap between actual and best services, to integrate research knowledge, to adopt new approaches such as family-centred care and to develop new forms of expertise [1] [2] [3] [4] [5] [6] . Budget restrictions are also putting extra pressure on rehabilitation centres forcing stakeholders to find creative solutions to respond to all children's needs. Burning issues such as long waiting times and reduced access to pediatric rehabilitation services call for service reorganization. Indeed, children with physical disabilities can wait from several months up to more than a year before receiving rehabilitation services [7] [8] [9] . Waiting times can have negative consequences for the well being of the children and their families [10] . Although some authors advocate reorganizing services to increase accessibility [8, 11] , few models of service delivery are available to guide such efforts. Moreover, reorganizing services can be disruptive involving many changes in practises and numerous other challenges for which pediatric rehabilitation settings must be prepared.
In the change management literature, the identification of barriers and facilitators to the implementation of new health interventions modifying clinical practises has received increasing attention in the last decade. The implicit reason behind this growing interest lies in the belief that creating optimal conditions before implementing a new intervention increases the probability of success in changing practises. Moreover, the literature stresses the importance of creating an appropriate organizational culture, involving top management and distributing the leadership to ensure the concretization of the vision into new processes to effectively implement the changes [12] [13] [14] [15] . Decision makers are thus expected to use tools to identify potential barriers and facilitators in their organizational context, work to develop organizational readiness for change and then successfully implement a new intervention and change practises [16, 17] . However, in [18, 19] .
To increase the success rate of change efforts, estimated to be no higher than 50% [20] , it is important to better capture the notion of readiness for change and identify how concretely strategies for creating strong implementation procedures can be developed [15] . This could be accomplished by combining an examination of the various contextual and human facilitators and barriers in a given organizational context [21] with better descriptions of the strategies used to implement a change. Moreover, it is important to know how the initial facilitators and barriers evolve over time during an implementation process, and how the different factors interact and influence the process. In-depth studies are necessary to better understand the intricacies of change management efforts.
To date, some qualitative studies have examined how different facilitators and barriers can concretely influence the implementation of specific interventions in a particular context. For instance, Goderis and al. [22] documented the barriers and facilitators encountered during a 18-month quality improvement programme aimed at providing evidence-based care for patients with type 2 diabetes. Their reported barriers and facilitators are similar to the ones generally documented in the literature (e.g. practitioner and organizational-related facilitators, such as the inner motivation and the communication among staff). Their study was informative with respect to how general factors concretely influenced the implementation of new standards of diabetes care. Indeed, broad categories of barriers and facilitators are useful, but differences across contexts call for specific studies in distinct contexts to produce empirically based data and knowledge. following the implementation of a new model of service delivery [23] . However, their paper did not present a systematic analysis of the factors having influenced the service reorganization in the pediatric rehabilitation centre. Knowledge about these factors could facilitate implementation of service delivery models in pediatric rehabilitation and thus ultimately help improve service accessibility and quality.
Study objectives
Over a three-year process beginning in 2006, our pediatric rehabilitation programme developed and implemented a new service delivery model and the principal outcomes of the reorganization process have been reported [24, 25] . This article reports specifically on the change process and some of the challenges and the lessons learned encountered during the implementation process.
Although the new service delivery model aimed at increasing service accessibility and quality, we believe that sharing our experiences with others can provide important information for all stakeholders wishing to change any type of existing clinical practises. Specifically, this paper reports on 1) facilitators and barriers identified during the reorganization process and how these factors evolved during the 3-year project, and 2) our examination about how the different factors interacted to influence the reorganization of services.
Methods

Context
The pediatric rehabilitation programme is one of the six programmes of the rehabilitation centre located in the Eastern Townships, Canada. Children with different diagnoses are treated within developmental coordination disorders), motor (e.g. cerebral palsy), speech and language (e.g. language disorders) and teenagers (e.g. children with mixed diagnoses attending high school).
Each year, the programme provides outpatient services to 1000 families of children aged 0-18 years. Before 2006, more than 400 children were waiting for services for several weeks, or for some, as long as 3 years, depending on their diagnosis, age and place of residence. The service reorganization project was launched in the Spring of 2006 and was called Apollo, making reference to the movie Apollo 13 where space shuttle crew had to figure out a way to use what was onboard to create a new C0 2 filter to enable a return to earth. In our case, the pediatric rehabilitation programme was faced with the challenge of reducing waiting times while using existing resources and ensuring quality services. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60   F  o  r  P  e  e  r  R  e  v  i  e  w  O  n  l  y -7 -change management activities. In the Spring of 2007, the newly developed model, illustrated as a special shuttle, was presented to all programme staff during a monthly programme meeting. Its implementation began in the following weeks. Despite our plans to complete the implementation in one year, the process took twice as long as planned… Figure 1 illustrates the implementation and the data collection timeframe.
[Insert figure 1 about here]
Study design
This study was part of a larger participatory action research using mixed methods to document interrelations between all of the programme components, and the dialectic relation between actions and structure. Indeed, the structure of a programme can be modified by the implementation of new practises. The processes (e.g. the type of services) and how services are produced might need to be modified to achieve the desired impacts of the services, according to the service reorganization's goals. Finally, all of the programme's components are grounded in a political, societal and economic context influencing the programme and the service reorganization process -just as the project itself can influence its environment.
Data sources, data collection and procedures
Four data sources were used to document the barriers and facilitators to the service reorganization process: 1) SWOT questionnaires, 2) telephone interviews, 3) focus groups, and 4) field notes and participatory observation. 
Analysis
All data were transcribed verbatim into Nvivo. Quotes cited below were translated from French.
Two researchers first coded the verbatim using an emerging coding grid inspired by the framework presented in figure 2 to identify facilitators and barriers, as well as how they evolved.
They validated their coding by reviewing each other's codes; disagreements were discussed until a consensus about the most appropriate code(s) was reached. We created a matrix to identify, for each theme (i.e. coding categories inspired from the main components of the framework), the facilitators and the obstacles to the service reorganization, and their evolution over the three years (as indicated by the years in parenthesis in table 1). Facilitators included the SWOT responses with regard to the programme's strengths and opportunities, and comments related to factors positively influencing the service reorganization process gleaned from the interviews and focus groups. Barriers regrouped the programme's weaknesses, threats and other concerns, as well as comments about the factors negatively influencing the service reorganization process.
Secondly, the concepts of the framework were used to analyse how the different factors interacted to concretely influence the change process. Here, the focus was then on better understanding the interactions of all the influencing factors (i.e. the bidirectional arrows in figure 
Results and discussion
Facilitators and barriers to the implementation of the new model of pediatric rehabilitation
The major facilitators and barriers that emerged from the SWOT, interviews and focus groups are summarized in table 1. In general, the facilitators related to funding and the ability of the first head of the programme and the service delivery model to mobilize service providers. Globally, the obstacles concerned the lack of concrete details to guide the implementation of the service delivery model and leadership issues. Some facilitators and barriers were generally similar to those found in any change management project, while others were more specific to pediatric rehabilitation. In some cases, the same factor was perceived as a facilitator and as a barrier, either At the structure level (theme 1), almost twice as many barriers were noted compared to facilitators. The lack of time and heavy caseloads reported by our participants are identified as barriers in the literature [9, 21] . Other barriers concerned the coordination of services and the organization of the programme in sub programmes and regional locations. With regards to facilitators, stakeholders perceived that special funds for the project, and increased annual funding for the programme by the provincial Health Ministry during the course of the service reorganization, were important facilitators. Indeed, having sufficient resources is documented as being important to ease the change process [13, [36] [37] [38] .
At the actors' level (theme 2), many perceived facilitators (e.g. need for leadership) are also well documented [12, 13, 15, 36, 39, 40] . Service providers generally perceived the new model positively. The acceptance of a new model has been described as an important facilitator [21, 38] .
However, the lack of concrete details about distinct aspects of the model was a barrier to its implementation. Other perceived facilitators and barriers under the Actors heading highlight some specific issues in pediatric rehabilitation (e.g. the leadership roles for clinical coordinators).
Perceptions related to the Environment, Processes, Production of services and Impact of services (themes 3 to 6) also highlight facilitators and barriers specific to pediatric rehabilitation and not generally found in the literature. Under the heading of Change management process (theme 7), a lack of tools and guidance were identified as barriers by participants, especially during the two last years of the project. In 2009, a lack of information was also reported despite that the participatory and information sharing approach was a reported facilitator at the beginning of the project. Indeed, the use of a participative approach is a well-known facilitator of change [13, [41] [42] [43] , and as such, in our work, the research process itself was also generally perceived as a facilitator (theme 8). 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Indeed, everyone's role needs to be reviewed during the course of project, especially in-between the planning and implementing phases [13] . To successfully implement a change, actions must improve processes and remove barriers. In our case, table 1 illustrates that some barriers remained stable over the years. For example, under the heading Environment, different obstacles to collaboration with community partners were continuously identified. The persistence of these barriers was perceived by respondents to be associated with leadership issues during the last year of the project.
Evolution of facilitators and barriers over time
Without leadership, we do not go anywhere (…). Someone needs to decide and say 'ok, let's do it', and support service providers. It is a need; it would reassure everyone that we know where we are going (Provider2-Committee, 2009) It is easy to say that people in positions of authority should assume a leadership role, set priorities, and act upon identified barriers. However, for one to lead, one must consider and use the programme's rules and resources. In our study, it appears the new programme heads might have had difficulties using these rules and resources. For example, they held positions of authority, but had inadequate access to information and guidelines about the service delivery model. The charismatic trait of the original head of the programme might have caused some dependency for decision-making in the programme, and overshadowed the fact some rules and resources were lacking. For example, formal roles and responsibilities related to the coordination of services were not available. Upon the departure of the original programme head, these structural issues became clear barriers difficult to overcome for the new programme heads who had yet to acquire experience in the programme. This example highlights that leadership, as with other factors influencing implementation of change, can be an enabling or a constraining factor.
Factor interactions
To understand the interactions between the factors discussed above, we first considered their duality (i.e. their enabling and constraining influence) to better understand the concrete impact of each factor on the whole action system (i.e. the programme). Second, we looked at actors' actions because they create a cascade of changes that can be coherent or incoherent with their original intentions.
Regarding duality, it was easier to recognize the enabling effect of some factors rather than their constraining influence. For instance, funding was identified as a facilitator, helping to free up time for service providers to devote to tool development. However, funding also caused some dependency upon these extra resources to run the programme effectively and efficiently.
Moreover, participant observation revealed that additional funds from the health Ministry were Haiderman [18] . Rather, it is the actions taken with additional funding that are important factors to consider. Intentions regarding how to use funds can be good (e.g. to decrease waiting times), but actions can lead to unexpected consequences (e.g. reinforcing the traditional model by using funds to provide more hours of direct services). [Insert figure about 3 here] Different examples can illustrate the interactions between the concepts presented in figure 3 . For instance, one of the new programme heads really wanted to understand the project and the programme to be able to make the most appropriate decisions (intentions). She thus frequently consulted with the members of the planning committee, read numerous documents related to the project and took time to reflect on the best decisions to make (actions). Meanwhile, the implementation of some parts of the model, such as the community interventions, was almost stopped because everyone else was waiting for someone to make the decisions and set up guidelines regarding how to provide these services (consequences). In this example, there does For example, in the context of our research, each group of actors had very good intentions and wanted the project to succeed. However, each group also had other interests. Service providers wanted the best for the children, but their idea of what constituted the best was influenced by how they were trained to provide services, and by the rules and resources in the programme they perceived to be available. Service providers struggled to redefine their practises, the quality of the services and their work conditions. Changes in their practises, combined with the perceived lack of support, made them doubtful about the service quality they could provide with the new service delivery model. They started feeling uncomfortable and incompetent, diminishing their initial enthusiasm to adhere to the new model. As they did not know what to do, or how to do it, it was easier to maintain the status quo than to feel insecure within the new model. The organizational climate was thus affected and many service providers felt they did not have the power to facilitate change. These two factors are known to negatively affecting perceptions of service quality and the change management process [14, 45] . In our case, service providers did not actively oppose the service reorganization project: they felt constrained to act and needed more concrete guidelines. Indeed, perceived resistance to change is often caused by a lack of concrete resources to implement a change, and not by active opposition [46] . In our programme, it was not sufficient 
Clinical and administrative implications
We believe useful knowledge for future actions within our pediatric programme was generated through the identification of facilitators and barriers and their evolution, as well as the utilization of socio constructivist theories to better understand the interactions of all factors influencing the service reorganization. The lessons learned presented here could also help other healthcare settings interested in service delivery reorganization. Based on our experience, we propose five general recommendations:
Explore and act upon the potential duality of every factor that could influence the project:
Act to build upon facilitators and to remove barriers. Insist upon diminishing negative consequences related to the constraining aspects of facilitators, and explore the enabling possibilities of barriers.
Go beyond reviewing processes of a given programme and do not forget that all programme components can be modified by the implementation of new interventions:
Change is not only about implementing a new service; it involves creating optimal conditions in which a new programme can be effective and sustainable. Do not take anything for granted: Review all programme components such as service organization, service providers' skills, the availability of tools and procedures.
Share the leadership role:
Leadership should not only be theoretical or structural (e.g. giving official support or creating committees); rather it has to be functional and involve clear actions to successfully lead a project. Every actor needs to understand his or her role and responsibilities. 
Limits and futures directions
Our study involved one specific implementation project within a pediatric rehabilitation setting.
The context specific results may thus have limited generalizabilty to other settings. There is also a risk of social desirability bias in participants' responses. Moreover, participant observation is subject to researchers' subjectivity, but triangulation with different data sources and discussions and reflexion with peers fostered greater objectivity in our work.
More longitudinal research is needed, in a variety of contexts, to document the evolution and interactions of all factors coming into play while implementing change. Moreover, qualitative studies, specifically using socio constructivist approaches and participatory action research, may provide useful methods taking into account the complexity embedded within the process of change management. Identifying all of the general factors influencing any kind of service reorganization is a good first step. Providing more information regarding the enabling and constraining possibilities of each factor, and offering tools to clinical settings to act upon these factors, are additional necessary steps to concretely support stakeholders in their efforts to improve service quality.
Conclusions
Despite a growing body of literature on factors influencing uptake of new interventions and how to facilitate clinical changes, many health care settings still face many challenges when 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 intervention, identification of barriers and facilitators, and fostering readiness for change is essential. We agree with Weiner that organizational readiness should lead to better success in regard to the implementation of new interventions [19] . However, we argue that conditions for organizational readiness are not something that only has to be created before initiating a change, but also needs to be maintained throughout the duration of an implementation project.
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